Lichen Planus, with Involvement of the Tongue, and Fingerand Toe-Nails.-H. C. SEMON, M.D.
Mrs. E. W., aged 53. 29.7.37 : Was admitted to the Royal Northern Hospital with thirteen weeks' history of soreness of the tongue, sweDling of the glands of the neck, and severe debility. A month after the onset the feet began to ache, and blisters appeared on the soles. There was concomitant swelling and inflammation of the nail-beds of the toes and fingers. A fortnight before admission the patient noticed an irritable rash on the trunk and forearms. This was undoubtedly lichen planus of an acute type, and rendered the diagnosis of the tongue affection-which would otherwise have suggested moniliasis, owing to its miacerated and denuded character and the associated paronychia of all the nails-a virtual certainty. The latter diagnosis was'later negatived by the absence of yeast-like bodies both on direct examination and culture of scrapings from the tongue and nail-folds. Streptococci only were grown. The Wassermann reaction was negative, and there were no abnormalities in a'differential count of the red and white cells of the blood.
The left side of the tongue is still exceedingly painful, and presents a swollen, erythematous, and denuded area which has so'far not responded to treatment.-All the nails, both of fingers and toes, have been shed once, and the toe-nails are yellowish and opaque, with pronounced longitudinal striations (onychorrhexis). This feature is stated by Pardo-Castello (" Diseases of the Nails", 1936, p. 109) to be the.one most often seen in an otherwise rare manifestation. The less characteristic dystrQphy on the finger-nails is of course commonily noticed in chronic dermatitis due to a variety of causes.
A case very similar to this was shown by Mr. Corsi in November 1936,1 but in that case there was a much more definite and permanent nail change, since the nails did not grow again and, as Mr. Corsi said, the appearance was as if there had never been any nails. There are brownish atrophic macules on the forearms 'and on the instep there is a discoid residue of violaceous tint-suggesting lichen planus. I -should be glad to know if any members have tried the effect of X-rays on tongue lesions of this type, because the usual treatments have completely failed to relieve those in this case.
Di8cts8ion.-Dr. HUGH GORDON: At the West London Hospital we had a case of extensive lichen planus of the tongue under observation for two years; the diagnosis was at first only tentative but was confirmed after some months by a generalized skin eruption typical of the condition. I believe that the tongue was -treated by X-rays, without benefit. The generalized eruption and the affected area on the tongue were cured by injections of bismuth.
Dr. F. A. E. SILCOCK: I have used X-rays for similar lesions on the tongue, uvula, and buccal mucous membranes. The doses have been small-one-fourth of a pastille repeated in two weeks, up to a total of three or four such doses in all. For acute lesions I use a 0 5 mm. aluminium filter. The response is as a rule, satisfactory. In a recent case a generalized long-standing eruption with mouth lesions which had proved obstinate under other methods, cleared up perfectly under treatment by X-rays.
Dr. FORIAN said that he had seen a rather similar atrophic tongue in a patient with typical lichen planus of the skin. The tongue, which had been superficially ulcerated, had improved considerably while the patient was having small injections of gold salt. He would hesitate to treat Dr. Semon's patient with X-rays, as there was already so much atrophy in evidence.
Male, aged 66. Pruritus of generalized distribution began about twelve years ago. For several years, during which the diagnosis of senile pruritus was made; there were no objective signs. For about three years large areas of erythema have appeared; these are sharply limited and very slightly raised. Pruritus is intense. The erythematous areas persist for considerable periods, undergoing some slight alteration in shape from time to time.
Hi8tology.-Beneath a normal epidermis, and separated from it by a narrow interval, a narrow dense band of cellular infiltrate is seen. The cells are chiefly of the endothelial type, and among them there are occasional clumps of from three to five or six cells aggregated to resemble a giant-cell and bearing some resemblance to Stemnberg cells.
Blood-count normal, on several occasions. No enlargement of glands or spleen. The patient's general health is good, but the irritation worries him a great deal. The erythema seems too extensive for X-ray therapy, and I should be glad of other suggestions for treatment.
DiscU88ion.-Dr. A. C. ROXBURGH: In 1936 Dr. MacCormac reported two cases of mycosis fungoides in which erysipelas developed, and in which the mycosis afterwards disappeared.' I have not ventured to give anybody erysipelas, but during the last year or two I have treated one case of mycosis fungoides with malaria and another by short-wave diathermy. Neither treatment did good. The patient who had malaria grew steadily worse and went downhill faster than before, and the patient who had diathermy was unaffected in any way.
Dr. MACCORMAC: I am sorry Dr. Roxburgh has had such unfortunate experience with the treatment; it is not entirely free from danger. I bave just had a very disquieting experience in the case of a woman who had mycosis a tumeurs d'emblee. The tumours cleared up, but unfortunately suppression of the urine developed, and only after a long and difficult fight were we able to save her life. This is, of course, a complication which is sometimes found in the treatment of general paralysis, but I should have thought that to otherwise healthy people suffering from mycosis fungoides this treatment might safely beadministered. In the present case it would be worth copsidering.
Dr. FORMAN said that he had endeavoured to inoculate hEemolytic streptococci into the skin in order to produce an attack of erysipelas in a patient suffering from mycosis fungoides, but had failed to do so. Another patient with mycosis fungoides, showing widespread. irritable erythema, with tumours, was treated with malaria and allowed to have seven rigors. The irritation and tumours disappeared and she felt quite comfortable. She returned at the end of three months, complaining of some irritation and erythema, without, however, any tumour formation.
Dr. H. SEMON: A warning I should like to give is that the blood in these cases should be carefully examined, especially if the patient has already had X-ray treatment. In one suck case, which came to me from the North, this precaution was not observed, and the patient was inoculated with malaria. Later in the day I happened to notice that he was extremely pale. His blood was therefore examined and found to contain only about 1J or 2 million red cells. We promptly aborted the inoculation, but the patient died within a week, from aplastic aniemia-probably the result of long and frequently-repeated X-ray treatment.
Dr. F. F. HELLIER: I am interested in the case mentioned by Dr. Semon. We had a similar experience in a case of mycosis fungoides in which we gave malaria. The patient, had a persistently high temperature, in spite of quinine treatment, and severe aplastic ansemia developed. We could not tell whether the temperature was due to the malaria or to the mycosis fungoides. Although she had a number of blood transfusions, she died. She had had a good deal of X-ray treatment and, as Dr. Semon has suggested, this may httve helped to produce the anemia. It therefore seems important alwavs to take a bloodcount before giving malaria.
As regards Dr. Dowling's case, the dose of X-rays required to improve the condition in mycosis is usually so small that the treatment is worth trying, and it is free from any danger provided that the X-rays are not repeated too often and that malaria is not given to the patient.
Dr. PARKES WEBER said that therapeutic malaria was a very severe measure. Some time ago he saw a woman who after therapeutic malaria had had a rapid recurrence of her lBrit. J. Derm. and Syph., 1936 48, 201. dermatosis, which had been diagnosed as an intolerably itching premycotic erythrodermia. She told him that a repetition of the malaria inoculation had been offered her, but she would ratherput her head in a gas oven than have it again. As a matter of fact, this poor woman afterwards obtained medinal from some hospital and killed herself with it. The Coroner's pathologist, who had not heard of the diagnosis when he made the post-mortem examination, said that the skin condition was a pruriginous dermatitis.
Pigmented Dermatitis associated with Pernicious Aneemia.-HUGH GORDON, M.C., M.R.C.P. William D., aged 59, previously healthy, has suffered from chronic eczema on the back of both hands ever since the Great War; the rest of the skin has been clear. For the last seven months he has felt debilitated. Eight weeks ago his teeth were extracted; soon afterwards his legs began to swell and a dermatitis appeared on the legs and trunk. When first seen he was obviously anaemic, and a lichenified dermatitis covered his legs, which were cedematous. Progress.-He has been given anhaemin, 2 c.c. bi-weekly, hydrochloric acid by the mouth, and large doses of marmite. The blood picture has improved slightly. Reticulocytes have increased from 2% to 10% in the month. The improvement of the skin has been most dramatic. The legs and forearms, which were covered with a sheet of lichenified dermatitis, are now practically clear, though extensive pigmentation remains. On the legs there are a few scattered patches of lichenification. On the sacrum are still to be seen some confluent areas which at one time were practically indistinguishable from lichen planus. The cedema of the legs subsided within a week; the irritation, which was considerable, is now very much less.
The particular interest of this case for the dermatologist is the question whether the skin eruption is simply a chronic eczema of unknown aetiology, or can be definitely attributed to any aspect of the patient's general condition. The coincidence of the swelling of the legs, followed by the widespread dermatitis-and the onset of grave anaemia, must, I think, suggest their interrelation. Accounts of skin manifestations in pernicious anmemia are not particularly common, though the mucous membranes are known to be involved in some microcytic anaemias.
This case forcibly reminded me of one which I saw at the West London Hospital with Dr. G. Konstam and which was shown at a meeting of the Clinical Section in February 1936.1 It was a case of idiopathic steatorrhcea with megalocytic anaemia. The patient had fixed lichenified, intensely-pigmented, skin lesions of three years' duration. It appeared on investigation that these lesions-termed " pellagra-like "were not uncommon in this condition. In that case there was, of course, grossly insufficient absorption from the gut, which easily explained a condition of hypovitaminosis. The skin cleared up completely-and, so far, permanently-under the administration of large doses of vitamin B in the form of marmite. The bloodpicture was practically unaltered though a long and varied course of haematins was given. In that case, therefore, there seemed no doubt that the skin lesions were definitely caused by the hypovitaminosis.
Vitamin B is an essential factor in the formation of the normoblast, and it is suggested that the dermatitis-which in that instance was of a particularly lichenified type, with fairly intense residual pigmentation-was a syndrome connected with a grave hypovitaminosis.
